nitric oxide [2(10%)], prone position [8(40%)] and steroids [9(45%)]. 17 (85%) patients required inotrope support during their PICU stay. 15 (75%) patients had sepsis/pneumonia as risk factor for ARDS. Eight (40%) patients had evidence of air leaks. Median 28-day ventilation-free duration was 0 (0 -23) days. PICU mortality from ARDS was 12/20 (60%). There was no difference between the median OI at diagnosis of ARDS between survivors and non-survivors [25.3 (13.9 -46.4) vs. 34.1 (9.4 -101.1), p=0.56]. However, there was a statistical difference in OI at 24 hours [21.2 (5.8 -44.0) vs. 65.0 (5.0 -131.0), p=0.032], day three [13.6 (5.8 -34) vs. 61.6 (4.0 -117.4), p=0.038] and day seven [8.4 (5.4 -31.8) vs. 49.1 (31.8-57.4), p=0.017] between survivors and non survivors respectively. We did not find any association between lactate levels, need for continuous renal replacement therapy and transfusion requirements with mortality. Conclusions: In our center, we supported more than half of our children with ARDS with open lung ventilation strategies (HFV and APRV). There was no association between OI at diagnosis and mortality from ARDS. However, we did find an association with subsequent OIs and mortality.
introduction:
The prognostic implications of mechanical ventilation requirements after liver transplantation have not been defined. Using a large, nationally representative cohort, the outcomes associated with mechanical ventilator support (MCVS) of varying durations in the post-liver transplant recipient were investigated. methods: We examined a novel database wherein Organ Procurement and transplantation Network (OPTN) identifiers for U.S. liver transplant recipients (2000) (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) were linked to Medicare billing claims (n=10,517). Post-transplant mechanical ventilation events were identified based on billing claims within 30 days of transplant, and subclassified by ICD-9 coding as ventilator dependence <96 hrs, >96 hrs, or unspecified. Patients with claims for MCVS within 30 days prior to transplant were excluded. Correlates of MCVS were examined by logistic regression, and associations of post-operative mechanical ventilation requirements with risk of death were quantified by survival analysis with adjustment for demographic and transplant factors. results: Overall, 6.9% (n=726) of liver transplant recipients required MCVS within 30d of liver transplantation, of which 186 (25.6%) were classified as <96 hrs, 176 (24.2%) as >=96 hrs, and 364 (50.1%) as unspecified. Significant demographic correlates of the need for MCVS included older age (36-50: adjusted odds ratio (aOR) 1.86; >=51: aOR 2.67, vs age <=35), diabetes (OR 1.26), and higher illness severity (Model for End Stage Liver Disease (MELD) score) at transplant (MELD 30-39: aOR 1.41 vs MELD <20). 1yr survival was markedly lower in transplant recipients with mechanical ventilator dependence coded as >=96 hr (64%) or unspecified (73%), but did not differ among those with ventilator dependence <96hr or without requirements for MCVS (87%). After adjustment for recipient, donor and transplant factors collected in the registry, >=96hr post-transplant MCVS was associated with 2.85-times the adjusted risk of first year death (adjusted hazards ratio (aHR) 2.85, P=<.0001) but <96 hr ventilator dependence was not significantly associated with mortality (aHR 1.15, P=0.31). Conclusions: While short-duration of MCVS after liver transplantation does not portend worsened survival, >=96 hours of MCVS is a marker for poor post-transplant outcomes. Development of clinical protocols aimed at identifying modifiable risk factors and preventing respiratory failure is an important priority for improving outcomes in this vulnerable population.
the PiCu morbidity and mortality ConferenCe as an adverse event surveillanCe tool
Christina Cifra 1 , Kareen Jones 1 , Judith Ascenzi 1 , Utpal Bhalala 1 , Melania Bembea 1 , James Fackler 1 , Marlene Miller 1 ; 1 Johns Hopkins Hospital, Baltimore, MD introduction: In addition to traditional incident reporting, the MMC can augment the ability to surface AEs. Our objective is to determine the types, severity and preventability of AEs uncovered among patients discussed in a tertiary hospital PICU MMC over a specific time period and compare these with AEs reported for the same cohort through the hospital incident reporting system, the Patient Safety Network (PSN). methods: Two independent reviewers conducted a systematic retrospective record review of patients discussed in the MMC over 8 months (Nov2011-June2012). AEs were identified and categorized as to type, severity and preventability. Discrepancies were resolved by 2nd-tier review with a PICU attending and nurse. Comparison with AEs reported via the PSN for the same cohort was performed. Descriptive statistical analysis was done, calculating proportions for categorical variables. results: 48 cases were reviewed with 212 total AEs identified from either the MMC or PSN (4.4 AEs/patient, 29 AEs/100 patient-days). 169/212(79.7%) AEs were identified via the MMC, of which 85/169(40.1%) were specified in the MMC agenda, while 84/169(49.7%) were uncovered via chart review. 52/212(24.5%) AEs were identified via the PSN. Only 9/212(4.2%) AEs were identified through both the MMC and PSN. The most common types of AEs were similar for each group -medication errors (MMC 31.9%, PSN 51.9%), device-related events (MMC 16.0%, PSN 17.3%), and communication issues (MMC 14.2%, PSN 26.9%). MMC AEs were more severe with 60.6% requiring prolonged hospitalization/life-sustaining therapy or contributing to permanent harm/death. PSN AEs were less severe with 61.5% causing no harm and 28.9% causing only temporary harm. MMC AEs ranged in preventability, with 30% certainly preventable and 36.3% likely not preventable. PSN AEs were 98.1% preventable with no non-preventable cases reported. Conclusions: The PICU MMC with targeted chart review is a useful adjunct for AE surveillance in addition to traditional incident reporting. Overlap between the two is minimal, with the MMC providing data on unique, more severe, yet still preventable AEs. Combining data from the two systems results in more accurate AE surveillance. introduction: In adults, medical injuries (MI) & adverse effects of medical care (AEMC) are well described with significant morbidity, mortality, and hospital resource utilization. The impact of medical injuries and associated adverse events in pediatric hospitalizations is unclear. methods: The Nationwide Inpatient Sample (NIS) for the years 2004 to 2010 was used. The NIS is the largest in-hospital all-payer database in the United States, a component of the Healthcare Cost and Utilization Project, sponsored by the Agency for Healthcare Research and Quality. A retrospective analysis of all hospitalizations that occurred among children (age <=21 years) over 7 years was performed. Medical injuries were identified by using the external causes of injuries codes for "Adverse Effects of Medical Care". Characteristics including type of AEMC, gender, age, race, insurance status, disposition information following hospitalization, and presence of co-morbid conditions were examined. Outcomes included overall incidence, hospital charges-HC(adjusted to 2010$) and length of stay(LOS). Descriptive statistics were used to summarize the data. results: Over 7 years, a total of 54,394,087 pediatric hospitalizations occurred, and of these 475,474 (0.87% of all hospitalizations) had an AEMC. Males(55% withAEMC vs. 46% withou-tAEMC), age( 21 % in late adolescent age group-18 to 21 years, 20% in infants-age <1 year), whites (58% wAEMC vs 51% woAEMC) occurred. The major payers were Private insurance plans (47%) and Medicaid (43%) for those wAEMC's. Among the different co-morbid conditions, fluid and electrolyte disorders(15 % wAEMC vs 5% woAEMC),deficiency anemia's (8% wAEMC vs 2% woAEMC), chronic pulmonary disease (7% wAEMC vs 3%woAEMC), neurological disorders (6% wAEMC vs 1% woAEMC), and paralysis (6% wAEMC vs 1% woAEMC) occurred. Close to 80% of those wAEMC were discharged routinely (vs 94% woAEMC) while 12% wAEMC were discharged to a home health care facility (vs 3% woAEMC ). The greatest proportion of AEMC occurred in the year 2010 (1.23% of all hospitalizations in the year 2010) while the least was in the year 2007 (0.67% of all hospitalizations in the year 2007). The mean LOS days(11.3 wAEMC vs 3.6 woAEMC), mean HC( wAEMC $92,330 vs $16,335 woAEMC). The most frequently occurring AEMC was "Surgical operation and other surgical procedures as the cause of abnormal reaction of patient, or of later complication, without mention of misadventure at the time of operation" (0.60% of all hospitalizations). Accidental cut, puncture, perforation, or hemorrhage during medical care occurred in about 0.02% of all hospitalizations. Conclusions: Although MI & AEMC occurred in less than 1 % of all pediatric hospitalizations they are associated with significant hospital resource utilization. High risk children include certain age groups (infants, 18-21 years) and presence of certain CMC. Preventive strategies in such high risk groups may minimize medical injuries.
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